THE author said that myomectomy in principle fulfilled a higher surgical ideal than hysteromyomectomy. He recorded a series of 100 consecutive myomectomies to show that within wide limits neither the number or position of the tumours in the uterus, nor the presence of degeneration, nor the accompaniment of menorrhagia or pregnancy, were a bar to successful performance of the operation. The largest number of fibroids that he had removed from the uterus in a single case was thirty, but he did not regard this as the limit of possibility. Anterior tumours were more favourably placed for enucleation than posterior tumours, because they could all be got out through an anterior incision, but many posterior tumours could also be removed by the same route. Malignancy and sepsis, of course, barred the operation, whilst naevoid degeneration made the operation more formidable, but with these exceptions degeneration of the tumour or tumours had no bearing. In regard to the technique of the operation, Alexander of Liverpool laid down the right principle twenty-four years ago, i.e., an anterior incision in the uterus, and, if possible, all the tumours removed through that one incision.
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By VICTOR BONNEY, M.S. (ABSTRACT.) [This paper is published in full in the Lancet, October 7, 1922, pp. 745-748.] THE author said that myomectomy in principle fulfilled a higher surgical ideal than hysteromyomectomy. He recorded a series of 100 consecutive myomectomies to show that within wide limits neither the number or position of the tumours in the uterus, nor the presence of degeneration, nor the accompaniment of menorrhagia or pregnancy, were a bar to successful performance of the operation. The largest number of fibroids that he had removed from the uterus in a single case was thirty, but he did not regard this as the limit of possibility. Anterior tumours were more favourably placed for enucleation than posterior tumours, because they could all be got out through an anterior incision, but many posterior tumours could also be removed by the same route. Malignancy and sepsis, of course, barred the operation, whilst naevoid degeneration made the operation more formidable, but with these exceptions degeneration of the tumour or tumours had no bearing. In regard to the technique of the operation, Alexander of Liverpool laid down the right principle twenty-four years ago, i.e., an anterior incision in the uterus, and, if possible, all the tumours removed through that one incision.
The author then proceeded to show by diagrams the manner in which the enucleation cavities could be closed by suture. When fibroids were complicated by pregnancy, and an operation was required, myomectomy should be combined with Cmasarean section if the child was viable. If the child was not viable the ideal procedure was to remove the tumours and leave the pregnancy in situ; where many tumours were present, however, this was impossible, and the pregnancy should be removed through the same incision as the fibroids.
He had had two deaths in his series of 100 cases, all the other patients had done well, and none of them bad returned to him with new fibroids, or a recurrence of the bleeding. Five patients had become pregnant subsequent to the operation; of these one had fourteen, another eight, and another five fibroids removed, and two had one fibroid each removed. Four of these patients had delivered themselves naturally. The remaining patient was delivered by Ofesarean section, but the condition of the uterus at this second operation showed this method of delivery to have been unnecessary. He hoped that in the future it would be common knowledge that fibroids did not as a rule necessitate hysterectomy, and that if the possessors of these tumours would only submit themselves to early surgical treatment their wombs need never be removed.
DISCUSSION.
Dr. T. W. EDEN (President) said that he was impressed by the excellence of the results Dr. Giles had been able to report, and he thought that no better series of cases had been placed on record. Apart from the question of mortality, it was very encouraging that in only 10 per cent. of his cases which were followed up had there been any reappearance of fibroids, and in only 20 per cent. recurrence of the menorrhagia which was present before the operation. His results in pregnancy were also remarkably good, for not a single instance of miscarriage had occurred in his thirteen cases, although it was generally agreed that myomectomy in pregnancy carried a 20 per cent. to 25 per cent. risk of miscarriage. He agreed with the ideals expressed by Mr. Bonney. He had always thought and always taught that the removal of the uterus was surgically a very crude procedure to adopt in order to deal with a benign growth. The surgically ideal procedure would be to remove the neoplasm and conserve the organ in which it grew. His own practice had been to adopt myomectomy much more freely than Mr. Bonney seemed to think was the case with most gynecologists, and he welcomed the efforts which were being made by the authors to call attention to its advantages. He could not but admire the almost uncanny ingenuity displayed by Mr. Bonney in removing fibroids of the-posterior wall through an incision in the anterior wall. At the same time he thought Mr. Bonney's dread of an incision in the posterior wall was quite groundless. It did not matter where the incisions were, nor how many there were (within reason), so long as each one was properly closed with complete hmemostasis. There was no risk of bowel adhesions if the wound did not ooze and the suture material was not infected. He did not employ mattress sutures himself, but preferred to close the cavity left by enucleation of the fibroid in layers, beginning from below and ending with the peritoneo-muscular wall of the uterus. He had recently dealt with a large fibroid in pregnancy in this way, in which the decidua had been exposed at the base of the enucleation cavity, but no ill effects followed, and the patient carried her baby to term. He thought Mr. Bonney had been unfortunate in having been obliged to evacuate the uterus in all but one of the cases in which he had performed nlyomectomy in pregnancy. He felt strongly that this should never be done in early pregnancy from choice, but only if technical difficulties arose during the operation which rendered it unavoidable. The reason for performing myomectomy in the early months of pregnancy was to relieve the patient of her symptoms in order to allow pregnancy to continue to term.
Dr. HERBERT SPENCER thought the authors of the papers on enucleation of myoma had performed a useful service in calling attention to the value of the operation, which he supposed every gynecologist practised, and preferred, in suitable cases, to hysterectomy. He was surprised, however, to find no reference in either paper to the mnost valuable form of enucleation, viz., through the cervical canal. The papers well illustrated the pitfalls of statistics, Dr. Giles (after careful inquiry in a proportion of his cases) giving the percentage of recurrence as 10, Mr. Bonney (without any adequate inquiry) giving it as 0. No doubt the percentage was somewhat greater than that found by Dr. Giles, and it constituted a serious objection to the operation, especially when carried out by the abdominal route and with the added risk of ventrofixation. Mr. Bonney's miethod of enucleation was ingenious, but complicated and, in Dr. Spencer's opinion, unnecessary. One danger-the possible infected condition of the tumours had not been alluded to. He had seen in a virgin a case of fibroids containing abscesses infected with streptococci, successfully treated by total hysterectomy. The case, had enucleation been performed, would almost certainly have terminated fatally, as had happened in a case in which a conservative CEesarean section was done for an obstructing fibroid infected with bacillus of gas gangrene. Although infection of fibroids which did not give rise to symptoms was rare, he thought it was important, particularly in cases complicating pregnancy, that a bacteriological examination of the tumour should be mnade before or at the time of the myomectomy. He agreed with the President's criticism of the frequent emptying of the pregnant uterus in performing myomectomy.
Professor BRIGGS had long ago recognized the increasing sphere of enucleation in the progressively earlier treatment of uterine fibroids: he appreciated the illustrative modern reports within the papers just read. Allusion had been made to Dr. Alexander's work in Liverpool before 1898. At that time he (Professor Briggs) had convinced himself by many laboratory tests of enucleation that the older fibroid growths, degenerated and adherent to their capsules, were physically unsuitable for enucleation.
In his opinion enucleation was at its best when the scalpel could be thrust directly into the substance of the fibroid, cutting it into halves or less, reducing its bulk and providing for the insertion of an appropriately strong sharp hook for its extraction with at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from Discussion on Myomectomy the minimum surgical interference with its capsular connexions. Fantastic uterine tunnelling was unnecessary. It had to be borne in mind that after the most thorough uterine palpation a fibroid growth might remain. He had only once in the enucleation of a fibroid, acutely degenerated and adherent to the bladder (acute abdomen), had to empty the pregnant uterus owing to the depth of the fibroid involving the placental tissue of a three months male fcetus. There could be no doubt that enucleation had asserted its rightful place: but the fact of its dangerous and inconvenient abuse had to be admitted., Dr. LAPTHORN SMITH said that he had done many myomectomies but they were the exception. He agreed with the President in his statement that myomectomies were the advanced stage of the operation for the removal of fibroid. Without the great experience and technical skill which Dr. Giles and Mr. Bonney had acquired through hundreds of operations of total hysterectomy they could never have obtained the results which they had reported for their myomectomies. He had been surprised, however, to hear that all Mr. Bonney's cases of myomectomy in pregnant women had involved the death of the child as in his own cases of myomectomy not one child was lost. First, because he had only done myomectomy during pregnancy when the symptoms were urgent; and secondly, because he had made liberal use of anodynes to keep the uterus quiet for several days after the operation. He had always managed to shell out the tumours without entering the uterine cavity. The presence of a fibroid in the uterus of a pregnant woman which was not causing suffering rarely called for interference until the child was viable. In his younger days the opinion was general in the profession that the presence of a fibroid, especially in the lower part of the uterus, meant a disastrous delivery. He remembered a whole morning at the International Congress at Washington which was spent in discussing whether to bring on a miscarriage or to remove the fibroid by hysterectomy as soon as discovered. It was now known that nature not only got the fibroid out of the way of the coming child, but that sometimes the tumour disappeared or at least became much smaller after the confinement.
Mr. L. C. RIVETT stated that he had assisted Mr. Bonney at a number of these operations, and that the actual hole in the uterus was not as complicated as appeared in the diagrams shown.
